Prisons often lack the basic health services required by HIV/AIDS patients. As with many other chronic illnesses, the treatment of HIV is expensive in terms of medication, hygiene, testing and staff training. Strategies to combat the disease have been thoroughly developed, particularly in Europe (WHO/UNAIDS, 2006). The purpose of this study was to assess quality of life (QOL) of the only 5 reported cases of HIV/AIDS patients in Roumieh prison (the country's largest male top-security prison) using the WHOQOL and the WHO guidelines on HIV infection and AIDS in prison. Virtually all prisoners reported that their rights had been violated. Isolation measures were taken to prevent the spread of the disease. According to UNAIDS, this particular measure has been proven ineffective. In conclusion, other approaches should be implemented to respect inmates' rights and reduce transmission of the virus.
Introduction
There is an alarming increase in the human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) in developing countries (Wig et al., 2006) . This increase is accompanied by paucity in figures hindering estimation of the treatment cost as well as frequency and burden of the disease.
Most countries in the Middle East have no accurate statistics regarding the number of individuals infected and/or being treated for HIV/AIDS. reported 480 000 HIV-infected adults and children in the Arab world, Iran, Israel and Turkey. Nevertheless, this estimate is very broad mainly because systematic surveys and data collection are not readily available in Middle Eastern countries. Data collection in Middle Eastern countries is particularly challenging because of powerful stigmas connected with HIV/AIDS. In turn, individuals are usually rejected and alienated from their communities.
The HIV epidemic constitutes a major health burden for all prisons around the world (UNAIDS, 2000) . Generally, prisons are ideal environments for the spread of disease, mainly because of the number of injecting drug users (IDUs) and the higher prevalence of risky behaviour (Gaughwin, Douglas, & Wodak, 1991) . Furthermore, prisons and jails are open spaces where prisoners, security staff and visitors move in and out daily. Additional explanations could include drug trafficking, men having sex with other men (in all-male prisons), overcrowding, lack of information about HIV, lack of adequate health services, etc. (UNAIDS, 1997) . Data regarding HIV transmission are rarely available in prison because access to this population is challenging in itself (CDC, 1986; Dolan & Wodak, 1999) .
Usually, HIV/AIDS-infected subjects are apprehensive about the time they have left to live as well as their quality of life (QOL). HIV/AIDS does not only affect physical health but takes a toll on the mental and social well-being of the patients. Concerns include human rights, safety, social stigmas, etc. .
There is no consensus when it comes to defining QOL (Susan et al., 1999) . For example, according to the Center for Health Promotion Article Original at the University of Toronto, QOL is 'The degree to which a person enjoys the important possibilities of his or her life' . Coulter (1990) defined QOL as 'a sense of personal satisfaction that is more than just a pleasure of happiness and yet something less than meaning or fulfillment ' . Freidland, Renwick and McColl (1996) defined QOL as an 'absence of pain or an ability to function in day to day life ' . McDowell & Newell (1987) support a health-related approach by defining QOL to be 'related to both the adequacy of material circumstances and the personal feelings about these circumstances. It includes overall subjective feelings of well being that are closely related to morale, happiness, and satisfaction' . The health-related approach focuses on the individual values and thus is consistent with WHO definition. QOL has been defined by the UNAIDS (1997) as the individuals' perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns. The WHO guidelines focus on health management and human rights of HIV/AIDS in prisons . In other words, these standards would insure adequate QOL among infected inmates, when adopted properly.
The health-related QOL generally encompasses four domains: (i) physical status and functional abilities; (ii) psychological status and well-being; (iii) social interactions; and (iv) economic status and economic factors. This approach is very much in tune with the medical view in the sense that it values subjective assessments (Spiker, 1990) . In other words, QOL measures strongly depend on the patient's own perceptions and judgments where 'an individual's overall satisfaction with life and one's general sense of personal well-being' are measured (Spiker, 1990, p.4) . In the Middle East, the challenges of HIV/AIDS for the individual are not solely limited to treatment and transmission but also to social rejection which could include discrimination from family, friends and colleagues, getting fired from the job, being refused medical care, etc. (Alaei & Alaei, 2004) .
The case of Lebanon is comparable in many ways to other countries in the region, i.e. lack of data availability and taboo associated with the disease. According to the Lebanese National AIDS control programme supported by UNAIDS (2008) , there are around 400 HIV-infected patients being treated and around 3 000 others that are non-symptomatic or/and not following any type of treatment.
There are 24 prisons in Lebanon holding an average of 5 000 -6 500 inmates (UNAIDS/WHO, 2008) Roumieh prison, built in 1971, is the main top-security male prison in the country, and lodges about 50% of inmates in Lebanon. According to ISF statistics, this prison is servicing twice its anticipated operational resources and is holding about 4 500 inmates at one time.
Prisons in Lebanon do not abide by the agreed international laws concerning prisoners' rights. In the investigation of the prisoners' well-being WHO prison guidelines were used as a reference to determine the Lebanese prison standards for dealing with HIV/ AIDS prisoners.
Most prisoners had little or no knowledge concerning HIV/ AIDS increasing stigma and fear of contamination among inmates. For example, most prisoners were not aware of HIV/ AIDS transmission and preferred to stay away from the infected individuals. The prison community at large, including guards, inmates and other personnel were not offered formal training regarding the disease. Lack of awareness in health standards and prison conditions among prison administration, staff and inmates increases the likelihood of additional health threats and exposure to other infectious diseases.
HIV testing before incarceration is mandatory in Roumieh prison, which is in violation with WHO guidelines recommending compulsory testing with informed consent and availability of test results. Although Roumieh prison contains about 8 000 inmates and pre-admission testing is required, only 6 inmates were reported to be infected with HIV/AIDS. The low number of HIV/ AIDS-infected prisoners within Roumieh prison is questionable and highlights the need for strict testing upon prison entry.
Lack of epidemiological data hampers comparing and assessing HIV/AIDS-related concerns and procedures in Lebanese prisons. Although several suggestions have been debated regarding prevalence of the disease, no accurate figures are available for attaining information about major changes (UNGASS, 2010) . The main focus of this study was to assess the QOL of HIV prisoners in the Lebanese prison system as it compares to international standards. Generally, prisons in Lebanon fall behind local and international standards regarding all levels of prison management and promotion of prisoners' general well-being. However, to our knowledge, the effects of such violations have not yet been measured in terms of QOL.
Standard assessment questions do not always provide a complete understanding of the patients QOL (Leplege et al., 1997) . To our knowledge, no questionnaire has been tailored specifically to Lebanese HIV patients and definitely none to HIV-positive prisoners in Lebanese prisons. Nevertheless, a debate is still open regarding a unanimous definition and measurements of QOL, and the WHO definition supporting the health-related approach was adopted.
The purpose of the present study was to investigate the QOL of HIV/AIDS prisoners in Roumieh prison. As mentioned earlier, Roumieh prison is particularly overcrowded and understaffed compared with other prisons in Lebanon and international prison guidelines. As a result, it is our belief that the QOL of prisoners and more specifically HIV/AIDS prisoners is highly compromised. We hypothesised that if the WHO guidelines were followed then the QOL of prisoners should rank high. WHO guidelines reflect the basic needs and rights of prisoners with HIV and in turn ensure appropriate (basic) living conditions.
Research design and methodology
A case study method was used for this particular study, for the following reasons: the number of HIV/AIDS prisoners is limited (only 5 prisoners) and the accessibility to prisons was limited to only one prison. A direct examination of a small group of participants could reflect the general QOL of prisoners with HIV/AIDS. Because HIV/AIDS prisoners came from diverse backgrounds and nationalities, these data would be significant in terms of assessing QOL and thus a case study approach would be most effective.
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This study followed the recommendation of Yin (1994) related to designing, conducting, analysing the case study and developing the conclusions, recommendations and implications.
Since the focus of the study was exploratory and descriptive, emphasis was on the purpose and aims and not on formulating propositions. Moreover, the rationale of the administered questionnaire was based on World Health Organization (WHO) instruments and a thorough literature review.
Participants
Even though Roumieh prison holds the largest number of male prisoners in the country, the number of HIV-infected subjects was only 5. The participants completed a socio-demographic data form containing questions regarding age, nationality, time served, and reason for incarceration. All participants signed a consent form prior to the interview. The confidentiality of all information was guaranteed.
Case 1
A 46-year-old Lebanese, incarcerated 6 years ago for drug trafficking. His wife is also HIV positive. He has two children. When the prison staff received a report concerning his having HIV/AIDS, he was isolated without his consent, but is receiving appropriate medical treatment. His wife is not allowed to visit him regularly and he cannot see his children. The only support that he is getting is from a nun in the prison.
Case 2
A 26-year-old Iraqi (Lebanese mother), not married, moved from Iraq to live with his mother. He was incarcerated for illegal papers, has been there for 4 months. Upon admission to prison he was diagnosed with HIV/AIDS and test results were given to him. He claims he does not have AIDS and refuses treatment.
Case 3
This 31-year-old Brazilian was imprisoned for drug trafficking and has been in prison for 3 years and 9 months. He was diagnosed with HIV/AIDS before coming to Lebanon and the prison is offering him treatment. He has no family support but a nun who works in the prison is available.
Case 4
A 39-year-old Somali accused of murder and has been incarcerated for 8 years. He claims he is innocent. Although diagnosed with HIV/AIDS, he denies his sickness and declines medication. He was not given an informed consent concerning isolation. He has no contact with any individual from his country and refuses to give information about his family. The only support that he has is from the nun in the prison.
Case 5
A 26-year-old Indian, in jail for illegal papers, has been imprisoned for 4 months. He has no knowledge about his disease. When he was diagnosed he refused to accept his situation and refuses treatment. 
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He keeps asking for psychological support believing that isolation from inmates is causing problems.
Procedure
Prior to data collection, researchers followed WHO recommendations for ethical protection of vulnerable research participants. These standards aim to minimise harm. Relevant ethical issues were thoroughly followed throughout the experimental process. All steps were approved by the Lebanese American University internal review board (IRB) for ethical concerns and safety.
Researchers provided detailed information regarding the study to government authorities including the Ministry of Interior, director and medical officer of Roumieh prison. In turn, a confidential agreement was received including the list of names of HIV/AIDSinfected inmates. All participants signed informed consent forms. For confidentiality, all participants were interviewed individually in a separate room provided by the prison warden. During the interview, researchers reassured each prisoner that all information collected would remain confidential and anonymous.
Two questionnaires were used to assess QOL, the WHOQOL-Bref (Nelson & Lotfy, 1999,) and the WHO prison guidelines .
The WHOQOL-Bref divides QOL into four parts: (i) physical health and level of independence assessing areas related to presence of pain and discomfort; dependence on substances or treatments; energy and fatigue; mobility; sleep and rest; activities of daily living; perceived working capacity; (ii) psychological well-being assessing areas including affect; both positive and negative self concept; higher cognitive functions; body image and spirituality; (iii) social relationships assessing areas concerned with social contacts; family support and ability to look after family; sexual activity and (iv) environment assessing areas such as freedom; quality of prison environment; physical safety and security and financial status; involvement in recreational activity; health and social care: quality and accessibility. Two other items were examined separately: the individual's overall perception of QOL and overall perception of his or her health.
The WHO guidelines are composed of comprehensive guidelines divided into fourteen sections ranging from general principles to evaluation and research. Only the following sections pertaining to our study were used: general principles, HIV testing in prisons, preventive measures, and management of HIV-infected prisoners, confidentiality in relation to HIV/AIDS, care and support of infected prisoners, and contacts with the community and monitoring. From each of these sections some subsections were used.
The WHOQOL and the WHO guidelines were merged into one questionnaire. Questions were selectively chosen from both surveys to eliminate redundancy. The subjects had no or little education and in turn were incapable of rating or scoring. Therefore an interview format was used where open-ended questions based on the merged questionnaire were administered by two trained researchers.
Data collection and analysis
The data collection and analysis occurred concurrently. The research questions guiding the case study focused on QOL variables. Researchers recorded and synthesised prisoners' statements. The literature was revisited between interviews to gain a better understanding of the new data being collected.
Limitations
The sample size in this study was very small (only 5) and did not reflect numbers in the community. In addition, during the interview, some subjects were incapable of responding on a number scale because of their low educational background, and interpretation was used to ensure responses. An audio-recorder was not available for security reasons, and all answers were handrecorded by the interviewees.
Results
Results pertaining to the quality of life as experienced by the prisoners in Roumieh prison were presented and analysed based on the four WHOQOL domains, i.e. psychological, social, environmental and physical, and the WHO guidelines concerning HIV/AIDS.
The interview started with a question pertaining to general satisfaction regarding QOL. Most of the responses reflected a high level of dissatisfaction. Cases 2, 4 and 5 rated themselves as highly dissatisfied with their QOL. While case 1 believed his life is fairly satisfying, he felt better off in jail since outside he cannot work. Case 3 claimed that he was used to this daily life, and that it did not matter whether to be satisfied or not.
Psychological
When asked to what extent they accepted their bodily appearance, responses varied. Cases 1 and 3 did not accept their bodily appearance, while case one refused to mention anything related to body appearance. 
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As for ability of concentration, responses were as follows: Case 1 was generally able to concentrate, but recently he was worried that since his time was approaching to leave, it would be difficult for him to find work. Case 3 was not able to concentrate; he thought of his family too much. Case 4 felt that if there were more things to do other than watching TV and reading the same book, he would be able to concentrate.
All prisoners conveyed frequent negative feelings such as blue mood, despair, anxiety and depression. Their answers ranged from always experiencing negative feelings to quite often. Table 2 summarises the psychological well-being of the prisoners.
Social
The responses pertaining to the social domain and how the prisoners feel and rate themselves as related to the level of satisfaction, interaction with others and support received by families and peers were as follows: When prisoners were asked how satisfied they were with the support they got from their friends, responses were as follows (Table 3) : Case 1 did not have much support; his wife was too sick to come and see him and his children too young to come on their own. Cases 3, 4 and 5, being foreigners, did not have any friends who support them, at least not directly. Case 2 had his girlfriend as support. In all cases, their support could not do much for them, leaving the prisoners unsatisfied. Table 4 summarises the level of satisfaction experienced by the prisoners with regard to the quality of the prison, physical safety, recreational activities, health care, the prison staff and the educational resources.
Environmental
Results revealed that prisoners were generally unsatisfied with the environment except for the notion of safety. When they were asked how safe they felt in their daily life all of them responded that they felt pretty safe since they were all isolated from the rest.
When asked how satisfied they were with their physical environment (health) all responded that they were dissatisfied. They had no beds, there was too much humidity, and there was no hot water. Case1 had other illnesses such as ulcers which made him more uncomfortable. Cases 2 and 5 felt that they were in perfect health, and they did not believe they have AIDS. Case 3's rates showed that he was dissatisfied. Case 4 felt that he had many psychological problems.
Physical
For the last domain, physical health and level of independence, responses varied between satisfaction and no satisfaction at all.
When asked to what extent they felt that physical pain prevented them from doing what they needed to do, case 1 felt that even though there was physical pain, he was used to it. Cases 2, 4 and 5 claimed they had no physical pains. Case 3 said that while in Brazil he was able to play soccer, but here the prison did not allow it.
For the question of whether they have enough energy for their everyday life, all cases felt they had enough energy for their daily activities. However, they all complained about sleeping arrangements. All of them slept on the floor. Cases 3 and 4 said they also had too much on their minds, which made it even harder to sleep.
The question related to how satisfied they were with their capacity for work, most responses reflected a belief in the ability to work. However, case 1was terrified that upon his release he would not be able to find something he is capable of doing. The other cases felt as capable as anyone else of working.
WHO guidelines
The second step used in this study was to compare the Lebanese standards in dealing with HIV/AIDS prisoners to the WHO guidelines.
All 5 cases responded affirmatively when asked if voluntary HIV/ AIDS testing was available in jail with adequate pre-and posttest counselling. Only the doctor who worked at the prison communicated the results. However, all cases complained about lack of confidentiality. All the other inmates knew who they were, and some even avoided them due to their illness. The fact that they were isolated from the rest didn't make it any easier.
When asked whether they were informed about HIV/AIDS and about ways to prevent transmission, and whether information was consistent with that given in the community (leaflets, awareness, etc.), case 1 thought the information given was enough. All other cases reported that no information was provided to them. Case 3 said everything he knew about AIDS was from his country. Here in Lebanon, no one taught him anything.
Prisoners were asked about the amount of occupational activities, sports and recreation provided. They responded that there weren't any. HIV/AIDS prisoners did not have the right to join in any activity in the prison because they were considered to be ill. Case 3 argued that when he was in Brazil, he was allowed to play football. Restrictive measures including segregation, isolation and limited physical and occupational activity have not been proven effective for prevention and treatment of HIV/AIDS-infected individuals.
Isolation measures are only recommended during infectious stages. Prisoners reported that no informed consent agreement was signed prior to confinement. Case 5 complained about being locked in solitary confinement for 25 days without his consent or information regarding his status. A fair level of satisfaction was expressed related to appropriate medical treatment equivalent to the community. Case 1 was satisfied with the treatment he was getting. All other remaining cases did not receive medical treatment but expressed their need for psychological interventions. Cases 2, 4 and 5 refused to take the treatment provided to them, because they denied their disease. In other words, a fair amount of freedom is given as it relates to the right to refuse treatment.
Regarding community-based medical care, psychological support and social services organised to facilitate integration into the community after release, all cases spoke of a nun who used to visit them on a weekly basis to provide them with basic needs (food and clothing). No efforts were made to facilitate later integration into the community. Foreign prisoners complained about the standard of treatment, discrimination and ethical principles; their complaints were not heard by any independent body (see Table 1 ).
Discussion
Results indicated that all HIV/AIDS prisoners were dissatisfied with their living conditions. Generally, inmates' responses of level of satisfaction were comparable and consistent across the four domains.
Two significant variables including cognitive abilities and negative feelings were highlighted in the psychological domain.
Cognitive functioning such as concentration is central for normal psychological functioning and completion of daily tasks.
In addition, lack of information about HIV/AIDS, scarcity of resources needed for health promotion, and minimal psychological support contributed to increased negative feelings such as anxiety, fear and depression. The prison administration does not respect privacy or confidentiality when it comes to HIV/AIDS. Disclosure of one's disease to other inmates' and uncertainty related to longevity and death are major contributors to increased anxiety, fear and depression. This finding supports prior research reporting a strong correlation between loss of concentration and negative feelings among HIV/AIDS prisoners (Hudson et al., 2004) . Fear and anxiety are also associated with stigma, limited social support and perceived powerlessness (Gaskins, 1999; Hudson et al., 2001) . Low psychological support could be upset by affording a positive productive environment within the prison where confidentiality and health promotion are emphasised.
The present results agree with the findings of Wright (1989) and Toch (1977) , where prisoners ranked family support as the highest factor contributing to well-being, followed by emotional feedback, activity, safety, social isolation, freedom and privacy. In other words, improving the psychological and social domains of HIVinfected individuals is crucial for optimising QOL. In the current study, isolation and increased stigma combined with imprisonment have a depressing impact on psychological and social well-being. HIV/AIDS prisoners are restricted in their liberty of movement and freedom of communication with other inmates, family and friends. Prisoners, and more specifically HIV/AIDS inmates, have a greater need for family support, especially foreign prisoners. Since prisons are created and built by society as an institution to punish lawbreakers, it does not mean that prisoners have to lose their rights as human beings, to be isolated or deprived of reintegration with their inmates. Family support, coupled with religion, social norms and values, are perceived as preventive measures and factors for halting the spread of HIV. If these factors are in place, we can say that we are planting the seeds for development of awareness, knowledge and appreciation among HIV prisoners and the whole community of the prison.
Results from the environment domain included increased discrimination, dissatisfaction in safety and health care, less communal activities, lack of educational resources and discrimination from staff. Most prisoners complained about the same issues, including lack of hygiene, lack of water, humidity and lack of beds. HIV/AIDS patients are the most vulnerable and stigmatised individuals among prison populations; they are more susceptible to social isolation, violence and deprivation of human rights. Therefore these considerations could have ramification within prison community at large success of prison intervention programs. Lack of adequate health care is considered as a violation of the United Nations Universal Declaration of Human Rights (UNAIDS 2006). Scarcity of environmental and hygienic resources contributed to negative perceptions of self, feelings of hopelessness and disciplinary violation in prison (Dhami, Ayton, & Lowenstein, 2007) .
Implementing education and awareness programmes for both staff and fellow prisoners would limit stigmas, improve social and in turn improve QOL. Other strategies including distribution of condoms and sterilised needles have been used in many countries. However, in view of cultural, philosophical and/or religious differences, the UNAIDS and WHO support such interventions and presume that sexual activity and injection of drugs by inmates cannot be completely prevented by means of traditional methods. In Lebanon, homosexuality is still against the law and prison officials deny sexual activity and/or drug use within prison walls. Additional programmes such as physical and social activities, psychosocial support and community integration would unquestionably sustain positive general well-being and QOL.
Preventive measures, including empowering the prison community, implementing effective policies and strategies, improving prison conditions and supporting HIV-positive prisoners are relatively effective in HIV/AIDS management. The educational interventions involving peer health educators will also contribute positively to the acquisition of knowledge among prisoners (Vaz, Gloyd & Trindale, 1996) . Unfortunately, Lebanon is behind other countries in implementing recommended standards and maintaining acceptable QOL among inmates. There is a pressing need for intervention programmes to protect human rights by ensuring confidentiality, stopping isolation measures and promoting mental and physical health.
Results revealed that HIV/AIDS inmates were isolated and separated from their fellow prisoners. Indeed, these inmates were secluded in a different segment within the prison with separate access to bathrooms, kitchen, beds, etc. Although these administrative measures were undoubtedly intended to protect these prisoners and optimise their QOL, they proved to be ineffective. Separation of HIV-positive prisoners is not supported by the UNAIDS (1997) because it is thought to be generally ineffective in controlling transmission of the virus. UNAIDS acknowledges that transmission of HIV/AIDS is higher within the prison walls but suggests other measures that are believed to be more effective and ethical. The decision to isolate prisoners strongly affected their social and psychological well-being. Indirectly, seclusion of the five prisoners made their disease public among the prison community and thus jeopardised confidentiality. Consequently, instead of using seclusion with its negative ramifications on the psyche of the prisoners, provision of counselling to both patients and inmates and upgrading the monitoring and surveillance system would be a better option. Under-reporting as the critical issue in the fight against HIV/AIDS must be borne in mind. Conflict of interest, duplication of activities and competition among the stakeholders needs to be better addressed to ensure an effective and efficient response to HIV/AIDS. In addition, enhanced coordination and synergy of activities should be undertaken among NGOs in the country.Isolation, breach of confidentiality, inadequate physical and social environment raises health and human rights apprehension. The Joint United Nations Program on HIV/AIDS issued the following statement to the United Nations Commission on Human Rights: '[By] entering prisons, prisoners are condemned to imprisonment for their crimes; they should not be condemned to HIV and AIDS. There is no doubt that governments have a moral and legal responsibility to prevent the spread of HIV among prisoners and prison staff and to care for those infected. They also have a responsibility to prevent the spread of HIV among communities. Prisoners are the community. They come from the community, they return to it. Protection of prisoners is protection of our communities. ' (UNAIDS, 1997). The challenge of HIV/AIDS in prisons is overwhelming but an action plan is deemed necessary for protection of inmates behind bars as well as individuals within the community. HIV/AIDS in prison constitutes a public health issue where effectiveness of prevention, management, treatment and protective techniques could have major ramifications for community health.
